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was ordered every eight hours, and the hand was wrapped in
cotton-wool.-15th : There was no alteration in the patient, 
she took food well, and said she felt no pain in the hand ; a
faint odour was perceptible from the hand. The patient wae
ordered a dose of castor oil. Temperature: morning, 98’6&deg;,
evening, 100&deg;.-l6th : The discolouration had spread over the
hand up to the wrist; the fingers had become darker in
colour. Pricking the lower part of the forearm and hand
caused no sensation; the patient was rather drowsy. Tem-
perature : morning, 100’; evening, 100.2&deg;.&mdash;17th: The patient
gradually sank, and died at 11 A. M.
Necropsy.-The body was examined twenty-seven hours

after death. Rigor mortis had passed off. The body was
much emaciated. The heart was enlarged, the hypertrophy
occurring mainly in the left ventricle. No valvular disease
existed, but the aorta was covered with atheromatous patches.
The lungs were congested at the bases. The intestines were
normal; the liver ’enlarged and fatty. The kidneys were
deeply congested, and the left was considerably smaller than
the right. The spleen was enlarged and quite pulpy. On
opening the skull the membranes and surface of the brain were
found to be natural. In the left vertebral artery at its
termination a plug of soft consistence about an eighth of an
inch in length was discovered ; the vessels at the base were
atheromatous. The left lobe of the cerebellum was so soft
that all appearance of structure was lost. The rest of the
brain appeared natural. No plug was discovered in the
brachial or radial arteries, and no infarction in any organ.

Medical Societies.
ROYAL MEDICAL & CHIRURGICAL SOCIETY.

Artificial Respiration in Stillborn Children. &mdash;Systematic
Examination, of Stillborn Children.

AT the ordinary meeting of this Society, held on Tuesday
last, Dr. George Johnson, F. R. S., President, in the chair,
papers dealing with the experimental physiology and morbid
anatomy of stillborn children were read. The newly elected
President, on taking the chair for the first time, in a few
words thanked the Fellows of the Society for the distinction
which they had conferred on him by calling him to the
presidential chair.
Dr. F. H. CHAMPNEYS produced his fourth communi-

cation on Artificial Respiration in Stillborn Children,
dealing with certain minor points in the experimental
inquiry. 1. The effect produced by the presence of air in
the abdominal viscera on the amount of air capable of being
drawn into the lungs by the manipulative methods was
tested. A cannula was tied into the navel of a stillborn
child so that the abdominal cavity could be distended at
will. Moderate or even extreme distension of the abdomen
produced no effect on the amount of air inspired. Con-
clusion : The presence of air in the abdomen-e.g., in the
stomach and intestines-in no way impedes the ventila-
tion of the lungs by artificial respiration. Its effect on
natural respiration is another matter. 2. Certain methods
of preventing the entrance of air into the stomach in mouth-
to-mouth inflation were then tested: (a) by pressing
the cricoid cartilage against the spine; (b) by strongly bend-
ing the head back. Conclusion: Both methods are power- ’,less to prevent the entrance of air into the stomach while
allowing it to enter the lungs (in infants). 3. The condition
of the upper air-passages (as to patency) when the head was
strongly bent back was tested by a sagittal section of a still-
born child frozen in this attitude. Conclusion : The soft

palate lay against the back of the tongue over a large extent.This attitude therefore cannot be trusted to secure patency
of the upper air-passages. The great difficulty is probably
lower down; it is suggested to leave a catheter in the
trachea during artificial respiration, which will serve for
the escape of mucus as well as for securing the patency
of the air passages. It may be secured by an elastic band
at the proper length (three inches and a half from the
lips). 4. An improved method of removing mucus from the
air-passages was given. 5. Tile signs of returning life in a deeply
asphyxiated child were given from a careful observation.-
The PRESIDENT made a few remarks on the value of the
communications made by Dr. Champneys to the Society.-

Dr. MATTHEWS DUNCAN had noticed that the first sign of
recovery was an improvement of general appearance and an
acceleration of pulse. He asked whether Mr. Chamneys
had observed the double kind of breathing which takes place
at first in recovery from asphyxia. In I I asphyxial breath-
ing there were violent spasmodic breaths, with distension of
the face ; this went on after the simple regular gentle
and rhythmic normal breathing began. The use of the
catheter was of very ancient date; he himself had given
it up as affording no advantage. He thought a very in-
structive part of the paper was the fact that repletion of the
abdomen did not interfere with artificial respiration. The
’’ respiratory value " of a female at full term of pregnancy
was not diminished. This had been attributed to an increase
chiefly in the transverse diameter of the thorax. As a
combination of physical and clinical research he thought
the paper of remarkable excellence.-Dr. BowLES had
come to the conclusion, from numerous experiments, that
the method of Marshall Hall and that of Silvester were
incapable of expanding the lungs of stillborn children. The
fact that there was no cavity of air at the back of the throat
was dilated upon as bearing on the question of artificial
respiration. He had observed in an acephalous foetus that
the pulse went on beating for forty minutes after the foetus
was born. The epiglottis of the child was different from,
being more convex laterally, than that of the adult. He said
that by the Marshall Hall method the blood in the heart was
helped onwards during the act of expiration, when some
pressure was brought to bear on the blood in the cardiac
cavities.-Dr. DOUGLAS POWELL considered the manometer
employed by Dr. Champneys was a qualitative rather than
a quantitative test of the intra-thoracic pressure. He had
determined that when half the capacity of the thorax had
been encroached upon by fluid, the lungs were yet not
hampered by pressure, although their movements were no
doubt limited by the mere obstruction of space. He pointed
out that the lungs of stillborn children were completely col-
lapsed and airless, and so it was difficult to understand the
relations of pressure in attempts at artificial respiration.-
Dr. SILVESTER said that in some cases where artificial
respiration was resorted to in order to bring to life stillborn
children the ribs would not rise. What this depended upon
he was not fully prepared to say; but the thought that there
was some difficulty in the air-cells of the lungs themselves.
What was wanted was some liitle introduction of air into
the pulmonary alveoli just sufficient to start the process.
It seemed difficult to make the first move. He was con-
vinced that the obstruction did not exist in the air-passages.
He did not think that reflex action would explain the return
of respiration, for an asphyxiated infant was like one dead.
Dr. CHAMPNEYS, in reply, had observed the acceleration of
pulse referred to by Dr. Duncan. He had been able to keep
the heart beating for two hours; and yet in this instance
natural breathing was not restored, and the patient died.
There seemed to be a sort of predestination in these cases.
Some soon began to breathe, and others did not recover no
matter what means had been adopted. He had noticed the
" alternate " breathing referred to by Dr. Duncan. He had
not seen the catheter used in the way he had described in
the paper. When the child was in the pale, flabby stage of
asphyxia he had found that by Silvester’s method no air
was introduced into the lungs. Schulze’s method seemed to
be more effective in this respect. The anatomical fact
concerning the epiglottis was known to him; and he also men-
tioned that the larynx of the young of marsupials and
sucking animals generally was provided with an elongated
and almost conical upper end. He was aware that pressure
over the region of the heart did permanently increase the
blood-pressure. He was not quite sure whether he had
understood Dr. Powell’s remarks ; but if he had, the answer
to them would be found in his (Dr. Champneys) first paper
on the present inquiry.
Mr. J. B. SUTTON then read a paper on the Value of

Systematic Examination of Stillborn Children. The object
of this paper was to show that much valuable informa-
tion concerning hereditary diseases and other matters

might be gained by the systematic examination of stillborn
children, as illustrated by a few selected cases possessing
more than an ordinary interest. The first case was an
instance of recent endocarditis in an eight months’ fcetus.
The pulmonary and aortic valves showed soft recent vege-
tations, and one curtain of the mitral valve was exceedingly
puckered. There was general anasarca, and the pleural,
pericardial, and peritoneal cavities were distended with fluid.
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The mother was healthy and had not had rheumatism, &c.
Was the case an instance of disease attacking the foetus
independently of the mother ? The second example was a 
case of complete stricture of the duodenum above the
entrance of the common bile-duct ; the specimen was de-
scribed at full length, and observations were recorded to
show that stricture, met with in foetuses at this spot, was
not due, as was supposed by certain authors, to hyper-
trophied valvulm conniventes, for these foldings of the
mucous membrane did not arise until just before birth.
The third specimen was that of a foetus with lateral curva-
ture of the spine and arrested development of the upper
limbs. Other cases were quoted, and the question was raised
as to the relation, if any, between congenital curvature of
the spine and arrested development of the upper limbs. One
example of single kidney and two cases of cystic disease of
these organs were described; one of the cases showed con-
clusive evidence of peritonitis resulting in adhesions between
the kidney and testicle, preventing the descent of that
organ. A foetus with congenital deficiency of one-half of
the diaphragm was among the cases of interest. The left
lobe of the liver passed into the pleural cavity, the lung of
that side being in a very rudimentary condition. A sphe-
noid bone removed from an immature foetus exhibited a
deficiency of the floor of the pituitary fossa, so as to allow of
meningocele in this situation bulging into the pharynx. In
addition, a new explanation was offered of the occurrence of
meningocele and encephalocele in the occipital region of the
skull. From the third to the end of the fourth month, sometimes
even well into the fifth month, of intra-uterine life, there
exists a "membranous space," which extends from the
foramen magnum well up to-and at the third month even
into-the point of confluence of the four centres of the
squamo-occipital bone. At the fourth month this " tempo-
rary occipital fontanelle" begins to suffer obliteration
through the growth of a bony spiculum which extends from
the squamo-occipital bone gradually downwards to the
foramen magnum. As a more satisfactory explanation of
the occurrence of meningoceles in this situation than that
previously offered it was suggested that through this tempo-
rary fontanelle hernia of the membranes of the brain pro-
bably occurs very early in intra-uterine life.-The PRE-
SIDENT said that he was interested in the observation that
endocarditis had been present in the aortic and pulmonary
valves. &mdash; Mr. LOCKWOOD said that arrests of develop-
ment of organs might be frequently due to previous intra-
uterine disease, in cases of undescended testicle it was
usual to find the colon also undescended. The intimate
relation which existed between these organs was pointed out by
Sir James Simpson, Cleland, and others, and it was believed
that intra-uterine peritonitis would explain the occurrence of
such conditions. A somewhat similar condition to stricture of
the duodenum might be observed in the aorta at the site of
the duct of Botaltus. Dr. Peacock had placed twelve examples
on: record of such narrowing of the aorta, which was not
incompatible with life. A stricture of the ileum at
the site of the duct of Meckel might be regarded as
of similar significance.-Mr. SHATTOCK thought that Mr.
Sutton’s explanation of the occurrence of meningocele at the
occipital fontanelle threw considerable light on the etiology
of such tumours. This temporary space had been already
written of under the name of the anonymous fontanelle.
Nevertheless, the significance of the explanation was impor-
tant. These protrusions might take place between a

cartilage-formed bone and a membrane formed bone. Ossi-
fication might spread from a membrane-formed bone to the
meninges of a meningocele, whereas when the protrusion of
membranes occurred between the parts of an entirely
cartilage-formed bone the membranes might be expected to
remain unossified. The absence of the kidney in one of Mr.
Sutton’s specimens left it in doubt whether the organ had
ever been developed or had disappeared after a certain
amount of development. As bearing on the point, he men-
tioned a specimen in which there was a kidney no larger
than a finger-nail.-Dr. BERNARD O’CONNOR suggested
that syphilis might have been at work in the case, with
disease of the aortic and pulmonary valves. Reference was
made to various other points in Mr. Sutton’s paper.-Mr.
STORER BENNETT though that hypertrophied valvul&aelig; con-
niventes might explain the occurrence of occlusion of the I
duodenum seen in some specimens.-Mr. SUTTON, in reply,
said that herniae might appear either at the site of the
anterior or the-posterior fontanelle and yet no ossification of,
their membranes take place, and also between the parts of

the occipital bone where the upper two centres of the
equamous portion were ossified in membrane. He had not
said that the disease of the aorta and pulmonary valves was
certainly of rheumatic origin. Mr. Bennett had not under.
stood his remarks. 

___________

MEDICAL SOCIETY OF LONDON.
’ Diseases caused by Defective House Sanitation.
THE ordinary meeting of this Society was held on

Monday last, Mr. Arthur E. Durham, President, in the
chair. After discharging the first duties of the evening
the newly elected President made a few remarks, in the
course of which he pointed out the general nature of the
Society’s functions. Subjects of very wide and varied
interest were discussed at its meetings. The Society was
in a very flourishing state in every respect, and he could
not help thinking that this was due to the able predecessors
who had occupied the chair which he had now the honour
of filling.

Prof. CORFIELD read a paper on the Connexion of Disease
with Defective House Sanitation. He said it was an

architectural and engineering subject, and proceeded to
speak of the physical defects in sanitary appliances. When
the air was polluted the following diseases might arise :-
General malaise, sore-throat, diphtheria, diarrhoea., pneu.
monia, enteric fever occasionally, and puerperal diseases.
Defective drains was one of the commonest ways by which
the atmosphere was vitiated. He had not found enteric
fever in houses having only cesspools&mdash;i.e., not connected
with a main drain. Many instances in which defects of the
soil-pipe had caused disease were given and practically
demonstrated. Bad forms of watercloset apparatus were
also liable to render the air impure. Sinks, rain-water pipes,
and gutters were certainly causes of disease in houses. Box
gutters were sometimes passed through the rooms of houses
and gave rise to foul air and bad smells. Bell-wire tubes
might convey the air from one part of a dwelling to another,
and had no doubt been the means of producing maladies.
The smell of flues in which there had been a fire was fre.
quently indistinguishable from that of sewer air. A veryslight escape of coal gas might also be mistaken for sewer gas.
Water might become polluted in drinking-water cisterns by
foul matter or air getting in. The direct connexion of the
overflow-pipe with the drain- or soil-pipe was a common
cause of enteric fever in London. Direct connexion
of waterclosets with drinking-water cistern, or with drink.
ing-water mains, was a frequent source of mischief. The
contamination of food with foul air was next dealt with 
this happened in larders and dairies. Finally, the danger
of disused appliances, was drawn attention to.-The PRE-
SIDENT said the subject was one of wide and varied interest.-
Sir JOSEPH FAYRER thought the lessons which had been
given ought to be more generally promulgated than -they
were. He hoped that the International Health Exhibition
would help to dispel the alarming ignorance which prevailed
in these matters. The diminution of mortality and the
alteration of the type of disease were what he anticipated
from the practical adoption of Prof. Corfield’s lessons.-
Dr. HERON regarded the defects in houses as still of very
common occurrence, not only in towns but also in health
resorts, where he had heard that the inhabitants did not like
to make sanitary improvements for fear of attracting the
attention of the public.-Mr. BOWREMAN JESSETT could
bear out the remarks of Dr. Corfield on the danger of
bell-wire tubes. An. instance was given in illustration. He
did not think the Hopper closet was the best.&mdash;Dr. ISAMBARD
OWEN said he would like to draw an authoritative declara-
tion from Dr. Corfield on two points. The first was as
to whether competent inspection ought not to be made
of the work of the British workman. Secondly, whether
he thought children and old people were much more
liable to be affected by sewer gas than adults.&mdash;Sir JOSEPH
FAYRER bad found the atmosphere of Amsterdam in a
horrible condition, and had been surprised that disease andthe death-rate were not heavier.&mdash;Mr. PURCELL and Mr.
WELLS made a few remarks.-Dr. CORFIELD, in-reply, said
that the syphon-trap was self-cleaning, and therefore un-
like the D’trap. Lavatory basins in bedrooms were a

great mistake when they were directly connected with the
soil-pipe. A modified Hopper closet, with vertical back


